coordinated care). The U.K. excels in safety, while Australia is the top performer in patient engagement. On the other end of the spectrum, Norway and Sweden's performance is below average on each of the Care Process subdomains.
Access
Overall, the United States ranks last on Access (Exhibit 2).
The U.S. has the poorest performance of all countries on the affordability subdomain, scoring much lower than even the second-to-last country, Switzerland (Appendix 3). The U.S. ranks ninth on the subdomain of timeliness (Appendix 3).
The Netherlands performs the best of the 11 countries on Access, ranking first on timeliness and in the middle on affordability (Appendix 3). Germany ranks second on Access, and is among the top-ranked countries on both subdomains. The United Kingdom, Sweden, and Norway are the other top-ranked performers on affordability.
Administrative Efficiency
The United States ranks 10th on Administrative Efficiency 
Equity
The United Kingdom, the Netherlands, and Sweden rank highest on measures related to the equity of health systems with respect to access and care process (Exhibit 2). In these three countries, there are relatively small differences between lower-and higher-income adults on the 11 measures related to timeliness, financial barriers to care, and patient-centered care (Appendix 5).
In contrast, the United States, France, and Canada have larger disparities between lower and higher-income adults. These were especially large on measures related to financial barriers, such as skipping needed doctor visits or dental care, forgoing treatments or tests, and not filling prescriptions because of the cost.
Health Care Outcomes
The United States ranks last overall in Health Care Outcomes (Exhibit 2). However, the pattern of performance across different outcomes measures reveals nuances.
Compared to the other countries, the U.S. performs relatively poorly on population health outcomes such as infant mortality and life expectancy at age 60 (Appendix 6). The U.S. has the highest rate of mortality amenable to health care and has experienced the smallest reduction in that measure during the past decade (Exhibit 4). In contrast, the U.S. appears to perform relatively well on 30-day in-hospital mortality after heart attack or stroke.
The U.S. also performs as well as several top performers on breast cancer five-year relative survival rate and close to the 11-country average on colorectal cancer five-year relative survival rate.
Australia has the best Health Care Outcomes overall.
Sweden and Norway rank second and third in the domain.
While the United Kingdom ranks 10th in the health care outcomes domain overall, it had the largest reduction in mortality amenable to health care during the past decade.
CAUSES OF POOR PERFORMANCE
Based on a broadly inclusive set of performance metrics, we find that U.S. health care system performance ranks last among 11 high-income countries. The country's performance shortcomings cross several domains of care including Access, Administrative Efficiency, Equity, and Health Care Outcomes. Only within the domain of Care Process is U.S. performance close to the 11-country average.
These results are troubling because the U.S. has the highest per capita health expenditures of any country and devotes a larger percentage of its GDP to health care than any other country.
The U.S. health care system is unique in several respects.
Most striking: it is the only high-income country lacking universal health insurance coverage. The U.S. has taken an important step to expand coverage through the Affordable Care Act. As a 2017 Commonwealth Fund report showed,
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the ACA has catalyzed widespread and historic gains in access to care across the U.S. 4 More than 20 million Americans gained insurance coverage. Additional actions could extend insurance coverage to those who lack it.
Furthermore, Americans with coverage often face far higher deductibles and out-of-pocket costs than citizens of other countries, whose systems offer more financial protection. 5 Incomplete and fragmented insurance coverage may account for the relatively poor performance of the U.S. on health care outcomes, affordability, administrative efficiency, and equity.
Several new U.S. federal initiatives-notably the Affordable
Care Act-have promoted actions to improve U.S. health care system performance. 6 In addition to extending insurance coverage to millions of Americans, recent legislation includes initiatives to spur innovation in health care delivery by changing payment incentives for providers.
But health systems can be slow to change. Additional legislative and policy reforms may be needed to close the performance gap between the U.S. and other countries.
The U.S. could learn important lessons from other highincome countries (see Lessons for the United States).
For example, the U.S. performs poorly in administrative efficiency mainly because of doctors and patients reporting wasting time on billing and insurance claims.
Other countries that rely on private health insurers, like the Netherlands, minimize some of these problems by standardizing basic benefit packages, which can both reduce administrative burden for providers and ensure that patients face predictable copayments.
The U.K. stands out as a top performer in most categories except for health care outcomes, where it ranks with the U.S. near the bottom. In contrast to the U.S., over the past (Exhibit 1). 7 The reforms and increased spending may have contributed to the rapid decline in mortality amenable to health care in the U.K.
There is a striking contrast between the U.S's poor performance on infant mortality, life expectancy, and amenable mortality and its relatively better performance on in-hospital mortality after heart attack or stroke.
Researchers have noted that the only modest decline in the rate of amenable mortality in the U.S. may be attributable to better management, once diagnosed, of hypertension and cerebrovascular disease that lead to cardiovascular mortality. 8 These findings highlight the combined impact of a lack of universal insurance coverage and barriers to accessing primary care, and suggest that the U.S. could make gains by investing more in preventing chronic disease. The high level of inequity in the U.S. health care system intensifies the problem. For the first time in decades, midlife mortality for less-educated Americans is rapidly increasing.
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In conclusion, the performance of the U.S. health care system ranks last compared to other high-income countries. Exhibit 5 shows how the U.S. health system is a substantial outlier when it comes to achieving value.
Despite spending nearly twice as much as several other countries, the country's performance is lackluster. This report points to several areas that the U.S. could improve, 
LESSONS FOR THE UNITED STATES
Comparing countries' health care system performance using standardized performance data can offer benchmarks and other useful insights about how to improve care.
Among the 11 countries we studied, the U.S. was ranked last in overall health system performance, while spending the most per capita on health care. The insurance, payment, and delivery system of the ACA have improved some aspects of health care system performance, but the U.S. still greatly lags countries with universal health insurance coverage. The top performing countries-the U.K., Australia, and the Netherlands-could offer important lessons to the U.S. and other countries.
THE HEALTH SYSTEMS ACHIEVING TOP MARKS DO SO IN DIVERSE WAYS
The three countries with the best overall health system performance scores have strikingly different health care systems. All three provide universal coverage and access, but do so in different ways, suggesting that high performance can be achieved through a variety of payment and organizational approaches.
Experts generally group universal coverage systems into three categories: Beveridge systems, single-payer systems, and multipayer systems. These three systems are represented among our highest performers.
The U.K.'s National Health Service
The Beveridge model takes its name after the creator of Britain's National Health Service, William Beveridge. In the NHS, health services are paid for through general tax revenue, as opposed to insurance premiums. Furthermore, the government plays a significant role in organizing and operating the delivery of health care. For example, most hospitals are publicly owned, and the specialists who work in them are often government employees. This is not true of all providers. Most general practitioner practices are privately owned. Health care in the U.K. and other Beveridge countries is centrally directed and has more direct management accountability to the government than in other health systems.
Australia's Single-Payer Insurance Program
In Australia, everyone is covered under the public insurance plan, Medicare. Much like the NHS, Australia's Medicare is funded through tax revenue. Medicare is distinguished, though, by lesser public involvement in care delivery. Many Australian hospitals are private, and roughly half the population purchases private health insurance to access care outside the public system. To put into an American context, Australia's Medicare resembles Medicare in the U.S.
The Netherlands' Competing Private Insurers
Unlike Australia and the U.K., the Dutch health system relies on private insurers to fund health services for its population. Dutch insurers are mainly financed through community-rated premiums and payroll taxes, which are pooled and then distributed to insurers based on the risk profile of their enrollees. All plans include a standard basic benefit package; subsidies are available for people with low incomes; adults are required to enroll in a plan or must pay a fine. Dutch health care providers are predominantly private. This multipayer system-partly inspired by the managed competition model-shares many similarities with the insurance marketplaces created under the Affordable Care Act. Engagement and patient preferences represents 10 measures that evaluate the degree to which doctors and other health professionals deliver patient-centered care, which includes effective and respectful clinician-patient communication and care planning that reflects the patient's goals and preferences.
HOW WE MEASURED PERFORMANCE

CARE PROCESS
ACCESS Access encompasses two subdomains: affordability and timeliness. The six measures of affordability include patient reports of avoiding medical care or dental care because of cost, having high out-of-pocket expenses, facing insurance shortfalls, or having problems paying medical bills. One measure reflects primary care doctors' views of the difficulty patients face in paying for care.
Timeliness includes nine measures (three of which are reported by primary care clinicians) summarizing how quickly patients can obtain information, make appointments, and obtain urgent care after hours. It also addresses the length of time needed to obtain specialty and elective nonemergency surgery. EQUITY Equity compares performance for higher-and lower-income individuals within each country, using 11 selected survey measures from the Care Process and Access domains. The analysis stratifies the surveyed populations based on reported income (above-average vs. below-average relative to the country's median income) and calculates a percentage-point difference in performance between the two groups. A higher percentage-point difference-that is, a bigger gap-is interpreted as a measure of lower equity among income groups in that country.
ADMINISTRATIVE EFFICIENCY
HEALTH CARE OUTCOMES
The Health Care Outcomes domain includes nine measures of the health of populations. Taken together, they are intended to reflect outcomes that are attributable to the performance of the countries' health care delivery systems. The measures fall into three categories: population health outcomes (i.e., those that reflect the chronic disease and mortality of populations, regardless of whether they have received health care), mortality amenable to health care (i.e., deaths under age 75 from specific causes that are considered preventable in the presence of timely and effective health care), and disease-specific health outcomes measures (i.e., mortality rates following stroke or heart attack and the duration of survival after a cancer diagnosis).
In the population health outcomes category, two measures compare countries on the mortality of populations defined by age (infant mortality and life expectancy after age 60) and one measure focuses on the proportion of surveyed nonelderly adults who report at least two of five common chronic conditions. For each country, mortality amenable to health care includes both the current rate of deaths amenable to care and the 10-year trend. In the diseasespecific health outcomes category, two measures focus on 30-day in-hospital mortality following myocardial infarction and stroke, and two measures examine five-year relative survival for breast cancer and colon cancer. LIMITATIONS This report has several limitations. Some are related to the particulars of our analysis and some inherent in any effort to assess overall health system performance.
First, as described above, our sensitivity analyses suggest that the overall country rankings are somewhat sensitive to small changes in the data or indicators included in the analysis.
Second, despite improvements in recent years, the availability of cross-national data on health system performance remains highly variable. Note: "Performance Score" is based on the distance from the 11-country average, measured in standard deviations. Note: "Performance Score" is based on the distance from the 11-country average, measured in standard deviations. 
Performance Score
Appendix 1. Eleven-Country Summary Scores on Health System Performance
APPENDIX 4. Administrative Efficiency
Indicator Source AUS CAN FRA GER NETH NZ NOR SWE SWIZ UK US AUS CAN FRA GER NETH NZ NOR SWE SWIZ UK US
Domain Score for Equity
Note: "Performance Score" is based on the distance from the 11-country average, measured in standard deviations. 
